
MONTANA BOARD OF PHARMACY 
P. O. Box 200513 

(301 S PARK, 4TH FLOOR - Delivery) 
Helena, Montana 59620-0513 

PHONE (406) 841-2356 or 2355   FAX (406) 841-2305 
E-MAIL: dlibsdpha@mt.gov       WEBSITE: www.pharmacy.mt.gov  

  
ILLEGIBLE AND INCOMPLETE APPLICATIONS WILL BE RETURNED. 

(Please allow 30 days for processing from the date that the Board has a complete routine application) 
  

A BUSINESS CANNOT OPERATE IN MONTANA IN ANY MANNER WITHOUT AN ACTIVE MONTANA 
LICENSE 
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LICENSE REQUIREMENTS: 
       ♦           In an outpatient center for surgical services without an on-site pharmacy,  
        drug distribution must be directed by a physician or consulting pharmacist  
        licensed to practice in Montana and who is responsible for the security, storage,  
        and distribution of drugs within the facility. 

♦ The physician director or consulting pharmacist shall provide for applicable policies 
 and procedures according to ARM 24.174.1122(3)(a)(b)(c)(d)(e)(f) 
  
  

FEES $75.00 (Non-Refundable)  - Application Fee 
 $75.00 (Non-Refundable)  - Registration under the Montana Dangerous Drug Act  
          to Disperse 
  

**Make check or money order payable to the Montana Board of Pharmacy** 
  

APPLICATION PROCEDURES 
♦ When the application file is complete, it will be processed and considered by Board staff  
 for permanent licensure.  The applicant will be notified if additional information is required  
 or if required to appear before the Board for an interview. 
♦ If the application is considered a non-routine application, there may be a delay in processing  
 of the application.  You may be requested to provide additional information, or make a personal 
 appearance before the Board during a regularly scheduled Board meeting and/or the application  
 may require Board consideration.  Non-routine applications may take up to 120 days to process. 
♦ Keep the Board office informed at all times of any address changes, changes in license status and 
 complaints or proposed disciplinary action by another Board.  This is essential for timely processing 
 of applications and subsequent licensure. 

  
PROCESSING PROCEDURES  

♦ Once a routine application is complete, the application takes up to 30 days to process from the 
time it is received in the Board office. 

♦ The applicant will be notified in writing of any deficient or missing items from the application 
file. 

♦ Once a routine application is processed and approved a permanent license will be issued.

  
For information with regard to the processing of this application or other concerns please 
contact the Board of Pharmacy at 406-841-2356 or 2355 or email us at dlibsdpha@mt.gov  
  
  
PLEASE BE SURE TO REVIEW THE MONTANA LAWS AND RULES ON OUR WEBSITE: www.pharmacy.mt.gov
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Application for Registration as: 
  
  

 
 Outpatient Surgical Center

1. NAME

2. MAILING ADDRESS

3. PHYSICAL ADDRESS

4. PHONE  FAX

6. PHARMACIST/PHYSICIAN IN CHARGE

5. TAX ID NUMBER 

MT LICENSE #

Address

City State Zip Code

 FAX                 PHONE

7. List the name and license number of each registered pharmacist/physician working in this 
 facility.

8. Does the facility have policies and procedures in place to meet the requirements 
 of ARM 24.174.1122(3)(a)(b)(c)(d)(e)(f)? 
  
9. List all professional/facility licenses, registrations, or certificates held or have ever held

Yes No

State License # Issue Date Expiration Date Type of License
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10. Has a licensing agency ever taken adverse or disciplinary action 
 against this business or the physician or pharmacist in charge listed  
 on this application?  If yes, attach agency documents filed in the 
 action including all complaints, initiating documents, orders, final  
 orders, stipulations and consent and/or settlement agreements. 
  
11. Has this business or the physician or pharmacist in charge listed 
 on this application  ever voluntarily surrendered, cancelled,  
 forfeited or failed to renew a license as a result of any of the  
 following:  having a complaint filed against it; entered into 
 a consent agreement with respect to the license as a result of a 
 complaint; during an investigation or during disciplinary proceedings? 
 If yes, attach a detailed explanation identifying each occasion, the 
 date and the substance of the allegations. 
  
12. Has a complaint ever been made against this business or the physician 
 or pharmacist in charge listed on this application or person employed 
 by this business alleging unethical behavior, standard of care issues  
 or unprofessional conduct?  If yes, attach a detailed explanation. 
  
13.  Has this business or the physician or pharmacist in charge listed on 
 this application ever voluntarily or involuntarily surrendered hospital 
 privileges, health maintenance organization participation, Medicare/Medicaid 
 or other payers during a pending investigation, or in anticipation of  
 an investigation or had such privileges reprimanded, denied, restricted,  
 suspended, placed on probation, revoked or subjected to other sanction 
 or action?  If yes, attach a detailed  explanation identifying each occasion,  
 the date and the substance of the allegations. 
  
14. Has any legal or disciplinary action been filed against this business  
 which relates to interference with the legal and/or ethical practice 
 of professionals in its employment? If yes, attach a detailed  
 explanation of each instance including the date of the claim, name  
 and address of party  complaining, name and address of forum or  
 court where claim was filed, docket or claim number and the substance  
 of the allegations. 
  
15. Has this business or the physician or pharmacist in charge listed on 
 this application ever voluntarily or involuntarily surrendered the privilege 
 to prescribe or dispense any drug, including but not limited to controlled 
 substances, or had such privileges investigated, denied, restricted,  
 suspended, revoked or otherwise modified by an governmental agency,  
 including but not limited to the Drug Enforcement Administration, any 
 state licensing or disciplinary court or other entity?  If yes, attach a  
 detailed explanation. 
  
16. Has this business or the physician or pharmacist in charge listed on this 
 application ever been expelled from or asked to resign from any 
 professional organization or been censured by a professional organization 
 of which you were a member?  If yes, attach a detailed explanation. 
  
17. Does this business or the physician or pharmacist in charge listed on this 
 application have civil or criminal charges pending or has it ever plead guilty, 
 forfeited bond, or been convicted of a crime (including plea of no contest or 
 deferred prosecution) whether or not an appeal is pending?  If yes, please  
 attach a detailed explanation. NoYes

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No
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STATEMENT OF PHARMACIST/PHYSICIAN 
  
Pharmacist/Physician-in-Charge                                                           , states that he/she is the 
Pharmacist/Physician-in-Charge of the above named Pharmacy and will be the Pharmacist/Physician- 
in-Charge until the present license expires; that if the undersigned ceases to be Pharmacist/Physician- 
in-Charge prior to the expiration of the license, the undersigned will notify the Board of Pharmacy of 
such fact and failure to do so may be cause for suspension or revocation of Pharmacists license; that 
the undersigned agrees fully and promptly to comply with the applicable federal laws, laws of the  
State of Montana, and the rules and regulations of the Board of Pharmacy governing this application, 
applicants business, and the sale of permitted drugs, pharmaceuticals, and commodities. 
  
  
  
  

DECLARATION  
  
I authorize the release of information concerning my education, training, record, character, license 
history and competence to practice, by anyone who might possess such information, to the Montana 
Board of Pharmacy.  I hereby declare under penalty of perjury the information included in my 
application to be true and complete to the best of my knowledge.  In signing this application,  I am 
aware that a false statement or evasive answer to any question may lead to denial of my application 
or subsequent revocation of licensure on ethical grounds. 
  
I have read and will abide by the current licensure statutes and rules of the State of Montana  
governing the profession.  I will abide by the current laws and rules that govern my practice.  I  
understand that, if issued a Montana license, I can receive a copy of the current licensure statutes 
and rules of the State of Montana as of the date the license is issued.  By initialling one of the  
options below I am indicating my preferred media format: 

  
  

  
  I prefer to access the current licensure statutes and rules of the State of Montana  
online via the Montana Board of Pharmacy website at www.pharmacy.mt.gov . 

  
  

  I prefer to receive a CD-ROM version of the current licensure statutes and rules of the 
State of Montana. 
  
  
  I prefer to receive a printed copy of the current licensure statutes and rules of the 
State of Montana.

Signature

Signature of Applicant Date
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MONTANA BOARD OF PHARMACY 
P. O. Box 200513 

(301 S PARK, 4TH FLOOR - Delivery) 
Helena, Montana 59620-0513 

PHONE (406) 841-2356 or 2355  FAX (406) 841-2305 
E-MAIL: dlibsdpha@mt.gov       WEBSITE: www.pharmacy.mt.gov  

  
  

APPLICATION FOR REGISTRATION UNDER THE MONTANA DANGEROUS DRUG ACT  
  
 Dispense

1. NAME:       CONTACT:

Zip CodeStateCity

Address

FAX NUMBER:          TELEPHONE NUMBER:

DEA REGISTRATION NUMBER: FEDERAL TAX I.D. NUMBER:

(Signature of applicant or authorized individual) Date

Title


MONTANA BOARD OF PHARMACY
P. O. Box 200513
(301 S PARK, 4TH FLOOR - Delivery)
Helena, Montana 59620-0513
PHONE (406) 841-2356 or 2355   FAX (406) 841-2305
E-MAIL: dlibsdpha@mt.gov       WEBSITE: www.pharmacy.mt.gov 
 
ILLEGIBLE AND INCOMPLETE APPLICATIONS WILL BE RETURNED.
(Please allow 30 days for processing from the date that the Board has a complete routine application)
 
A BUSINESS CANNOT OPERATE IN MONTANA IN ANY MANNER WITHOUT AN ACTIVE MONTANA LICENSE
 
Outpatient Surgical Center
Revised  5/1/07, 8/08
Page  of 
LICENSE REQUIREMENTS:
               ¨                           In an outpatient center for surgical services without an on-site pharmacy, 
                                drug distribution must be directed by a physician or consulting pharmacist 
                                licensed to practice in Montana and who is responsible for the security, storage, 
                                and distribution of drugs within the facility.
¨         The physician director or consulting pharmacist shall provide for applicable policies
         and procedures according to ARM 24.174.1122(3)(a)(b)(c)(d)(e)(f)
 
 
FEES         $75.00 (Non-Refundable)  - Application Fee
         $75.00 (Non-Refundable)  - Registration under the Montana Dangerous Drug Act 
                                                  to Disperse
         
**Make check or money order payable to the Montana Board of Pharmacy**
 
APPLICATION PROCEDURES
¨         When the application file is complete, it will be processed and considered by Board staff 
         for permanent licensure.  The applicant will be notified if additional information is required 
         or if required to appear before the Board for an interview.
¨         If the application is considered a non-routine application, there may be a delay in processing 
         of the application.  You may be requested to provide additional information, or make a personal
         appearance before the Board during a regularly scheduled Board meeting and/or the application 
         may require Board consideration.  Non-routine applications may take up to 120 days to process.
¨         Keep the Board office informed at all times of any address changes, changes in license status and
         complaints or proposed disciplinary action by another Board.  This is essential for timely processing
         of applications and subsequent licensure. 
 
PROCESSING PROCEDURES         
¨         Once a routine application is complete, the application takes up to 30 days to process from the time it is received in the Board office.
¨         The applicant will be notified in writing of any deficient or missing items from the application file.
¨         Once a routine application is processed and approved a permanent license will be issued.
 
For information with regard to the processing of this application or other concerns please contact the Board of Pharmacy at 406-841-2356 or 2355 or email us at dlibsdpha@mt.gov 
 
 
PLEASE BE SURE TO REVIEW THE MONTANA LAWS AND RULES ON OUR WEBSITE: www.pharmacy.mt.gov
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Application for Registration as:
 
 
 
8.         Does the facility have policies and procedures in place to meet the requirements
         of ARM 24.174.1122(3)(a)(b)(c)(d)(e)(f)?
 
9.         List all professional/facility licenses, registrations, or certificates held or have ever held
State
License #
Issue Date
Expiration Date
Type of License
Outpatient Surgical Center
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10.         Has a licensing agency ever taken adverse or disciplinary action
         against this business or the physician or pharmacist in charge listed 
         on this application?  If yes, attach agency documents filed in the
         action including all complaints, initiating documents, orders, final 
         orders, stipulations and consent and/or settlement agreements.
 
11.         Has this business or the physician or pharmacist in charge listed
         on this application  ever voluntarily surrendered, cancelled, 
         forfeited or failed to renew a license as a result of any of the 
         following:  having a complaint filed against it; entered into
         a consent agreement with respect to the license as a result of a
         complaint; during an investigation or during disciplinary proceedings?
         If yes, attach a detailed explanation identifying each occasion, the
         date and the substance of the allegations.
 
12.         Has a complaint ever been made against this business or the physician
         or pharmacist in charge listed on this application or person employed
         by this business alleging unethical behavior, standard of care issues 
         or unprofessional conduct?  If yes,         attach a detailed explanation.
 
13.          Has this business or the physician or pharmacist in charge listed on
         this application ever voluntarily or involuntarily surrendered hospital
         privileges, health maintenance organization participation, Medicare/Medicaid
         or other payers during a pending investigation, or in anticipation of 
         an investigation or had such privileges reprimanded, denied, restricted, 
         suspended, placed on probation, revoked or subjected to other sanction
         or action?  If yes, attach a detailed          explanation identifying each occasion, 
         the date and the substance of the allegations.
 
14.         Has any legal or disciplinary action been filed against this business 
         which         relates to interference with the legal and/or ethical practice
         of professionals in its employment? If yes, attach a detailed 
         explanation of each instance including the date of the claim, name 
         and address of party          complaining, name and address of forum or 
         court where claim was filed, docket or claim number and the substance 
         of the allegations.
 
15.         Has this business or the physician or pharmacist in charge listed on
         this application ever voluntarily or involuntarily surrendered the privilege
         to prescribe or dispense any drug, including but not limited to controlled
         substances, or had such privileges investigated, denied, restricted, 
         suspended, revoked or otherwise modified by an governmental agency, 
         including but not limited to the Drug Enforcement Administration, any
         state licensing or disciplinary court or other entity?  If yes, attach a 
         detailed explanation.
 
16.         Has this business or the physician or pharmacist in charge listed on this
         application ever been expelled from or asked to resign from any
         professional organization or been censured by a professional organization
         of which you were a member?  If yes, attach a detailed explanation.
 
17.         Does this business or the physician or pharmacist in charge listed on this
         application have civil or criminal charges pending or has it ever plead guilty,
         forfeited bond, or been convicted of a crime (including plea of no contest or
         deferred prosecution) whether or not an appeal is pending?  If yes, please 
         attach a detailed explanation.
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STATEMENT OF PHARMACIST/PHYSICIAN
 
Pharmacist/Physician-in-Charge                                                           , states that he/she is the
Pharmacist/Physician-in-Charge of the above named Pharmacy and will be the Pharmacist/Physician-
in-Charge until the present license expires; that if the undersigned ceases to be Pharmacist/Physician-
in-Charge prior to the expiration of the license, the undersigned will notify the Board of Pharmacy of
such fact and failure to do so may be cause for suspension or revocation of Pharmacists license; that
the undersigned agrees fully and promptly to comply with the applicable federal laws, laws of the 
State of Montana, and the rules and regulations of the Board of Pharmacy governing this application,
applicants business, and the sale of permitted drugs, pharmaceuticals, and commodities.
 
 
 
 
DECLARATION 
 
I authorize the release of information concerning my education, training, record, character, license
history and competence to practice, by anyone who might possess such information, to the Montana
Board of Pharmacy.  I hereby declare under penalty of perjury the information included in my
application to be true and complete to the best of my knowledge.  In signing this application,  I am
aware that a false statement or evasive answer to any question may lead to denial of my application
or subsequent revocation of licensure on ethical grounds.
 
I have read and will abide by the current licensure statutes and rules of the State of Montana 
governing the profession.  I will abide by the current laws and rules that govern my practice.  I 
understand that, if issued a Montana license, I can receive a copy of the current licensure statutes
and rules of the State of Montana as of the date the license is issued.  By initialling one of the 
options below I am indicating my preferred media format:
 
 
 
                  I prefer to access the current licensure statutes and rules of the State of Montana 
online via the Montana Board of Pharmacy website at www.pharmacy.mt.gov .
 
 
                  I prefer to receive a CD-ROM version of the current licensure statutes and rules of the
State of Montana.
 
 
                  I prefer to receive a printed copy of the current licensure statutes and rules of the
State of Montana.
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APPLICATION FOR REGISTRATION UNDER THE MONTANA DANGEROUS DRUG ACT 
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